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Young to middle-aged residents of
impoverished urban areas suffer extra-
ordinary rates of excess mortality, to
which deaths from chronic disease con-
tribute heavily. Understanding of urban
health disadvantages and attempts to
reverse them will be incomplete if the
structural factors that produced modern
minority ghettos in central cities are
not taken into account.

Dynamic conceptions of the role
of race/ethnicity in producing health
inequalities must encompass (1) social
relationships between majority and
minority populations that privilege
the majority population and (2) the
autonomous institutions within minor-
ity populations that members develop
and sustain to mitigate, resist, or undo
the adverse effects of discrimination.
Broad social and economic policies
that intensify poverty or undermine
autonomous protections can reap dire
consequences for health.

Following from this structural
analysis and previous research, guiding
principles for action and suggestions for
continued research are proposed. With-
out taking poverty and race/ethnicity
into account, public health profession-
als who hope to redress the health prob-
lems of urban life risk exaggerating the
returns that can be expected of public
health campaigns or overlooking im-
portant approaches for mounting suc-
cessful interventions. (Am J Public
Health. 2000;90:867–872)
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A compounding series of changes in the
urban socioeconomic and demographic land-
scape since World War II has resulted in stag-
gering and increasing rates of excess mortal-
ity in urban areas of concentrated poverty.1–3

By 1990, African American youths in some
urban areas faced lower probabilities of sur-
viving to 45 years of age than White youths
nationwide faced of surviving to 65 years.
Popularized images emphasize the role of
homicide among urban youth, although
chronic diseases in early and middle adult-
hood are key contributors to these health in-
equalities and to their growth. For example,
among young and middle-aged men in Har-
lem, the number of excess deaths attributed
to homicide per 100 000 persons remained
stable between 1980 and 1990 and then
began to decline. In contrast, throughout the
1980s, excess deaths attributed to circulatory
disease or cancer each doubled among young
and middle-aged Harlem men.3

Attempts to understand, and to reverse,
these growing health inequalities will be
partial without consideration of the socioe-
conomic factors and, even more critical, the
historical and structural factors that have
produced modern ghettos in central cities
with predominantly minority populations.
About 80% of the residents of high-poverty
urban areas in the United States are minori-
ties; the figure is over 90% in the largest
metropolitan areas. African Americans
alone account for 50% of residents of high-
poverty urban areas nationally and between
80% and 90% of the population in some of
the largest urban ghettos, such as in Detroit
and Chicago.4 A range of policies, some
now old and all apparently disconnected
from health considerations, have reaped dire
consequences for the health of these urban
residents. In the wake of these policies, un-
less public health professionals take poverty
and race/ethnicity into account, they risk ex-
aggerating the returns that can be expected
of narrow or conventional public health
campaigns or overlooking important targets,
approaches, and resources for mounting
successful interventions.

Poverty

Central city populations are character-
ized by extreme, persistent, and pervasive

poverty that intensified in the late 20th cen-
tury. There was a decline in the real value of
working-class wages and government trans-
fers and, by extension, of the material re-
sources available through the pooling of in-
come across kin networks; at the same time,
the cost of living increased.

The association between health and
poverty (or, more broadly defined, socioeco-
nomic position) is among the most robust
findings of social epidemiology.5–9 Consider
the list of social and psychosocial factors that
have demonstrated associations with morbid-
ity and mortality, and consider that those in
poverty suffer from increased exposure to
most of them. These factors include material
hardships, psychosocial conditions of acute
and chronic stress or of overburdened or dis-
rupted social supports, and toxic environ-
mental exposures.10–14 Generally and persis-
tently diff icult psychosocial conditions
contribute to the increased tendency of the
poor to engage in some unhealthy behaviors,
suffer depression, or engage in persistent
high-effort coping, which in itself is a risk
factor for stress-related diseases in low-in-
come populations.10–13,15–17 As Link et al.18

have outlined, those of a lower socioeco-
nomic position also have less ability than oth-
ers to gain access to information, services, or
technologies that could protect them from or
ameliorate risks. Further, there appears to be
a “dose–response” relationship: long-term
poverty is more devastating to health than
short poverty spells, both for children and for
adults.19,20 For impoverished African Ameri-
cans, excess morbidity and mortality increase
over the young and middle adult years, sug-
gesting the cumulative health impact of per-
sistent disadvantage.13
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While poverty has intensified in central
city areas, it has also come to interact with
characteristics of the urban environment to
produce a particularly lethal combination.
Several social and environmental factors are
likely contributors to this phenomenon. First,
economic restructuring away from a manu-
facturing to a service economy resulted in
extraordinarily high levels of urban unem-
ployment and the loss of well-paying, union-
ized jobs. Those now employed in the service
sector often face unreliable and shifting part-
time hours and have little or no health or re-
tirement benefits. Second, there is a lack of
adequate housing in major urban areas: in-
creased housing prices have been a formidable
problem for those whose already low in-
comes have failed to keep pace. The scarcity
of housing has been exacerbated by reduc-
tions in municipal services, including fire
department closings, which, among other
consequences, have resulted in large numbers
of burned-out buildings and the deterioration
of the remaining housing stock.21

Third, massive reductions in outlays to
maintain and supervise public parks in urban
areas have led to the dramatic deterioration of
these facilities and their use for illicit pur-
poses.22 One can imagine the cascade of
events, as suggested by Wallace and Wal-
lace,21 that has been triggered by reductions
in city services in low-income minority
neighborhoods in New York City: an upsurge
in family homelessness; the profound disrup-
tion of social networks, as those network
members who lose their homes and can avert
homelessness do so by fleeing or doubling up
with other families; and the movement of
drug users and traffickers into burned-out
buildings and dilapidated public play spaces.
These service reductions allowed urban areas
to become the staging ground for the vio-
lence we have come to associate with urban
neighborhoods and for other severe public
health problems, including the crack and
HIV/AIDS epidemics and the reemergence
of tuberculosis. That stress-related diseases
are on the increase hardly seems surprising.
Meanwhile, the urban poor have confronted
new challenges in gaining access to medical
care.23–26

This description suggests that poverty
and urban decay are among the causes of
early health deterioration and excess mortal-
ity among residents of distressed urban areas.
It also suggests several program and policy
levers for improving the health of urban pop-
ulations, among them (1) implementing job
programs and measures to raise family in-
comes, (2) improving the quality, quantity,
and affordability of housing, (3) improving
municipal services, (4) redressing environ-
mental inequities, and (5) expanding health

insurance coverage and increasing the num-
ber of physicians in depressed urban areas.
Each of these measures deserves serious at-
tention. However, without addressing the
question of how urban decay, with its atten-
dant health problems, was allowed to happen,
and that of the role of race in this process,
the promise of such policies may be limited.
Socioeconomic characteristics of urban pop-
ulations are unlikely to be transformed in
isolation; they are not associated with an
otherwise level playing field.

Race/Ethnicity

For this discussion of the role of race/
ethnicity in understanding poverty and
urban health, race will be conceptualized in
two intertwined ways. One is as a set of so-
cial relationships between majority and mi-
nority populations that have been institu-
tionalized over time,27 that privilege the
majority population, and that are prior to
the poverty that is associated with race.28,29

The other is as a set of autonomous institu-
tions within the minority population that are
developed and maintained—even in the
face of burdensome obligations or costs to
individuals—because, on balance, they miti-
gate, resist, or undo the adverse effects im-
posed by institutionalized discrimination.

In terms of the first conceptualization,
the current urban environment developed
under the influence of race-conscious poli-
cies. A large-scale migration of African
Americans from the South to northern urban
locations began in the 1940s, initially in re-
sponse to increased demand for labor to sus-
tain the war effort. In northern urban destina-
tions, European immigrant neighborhood
groups, government officials, and develop-
ers worked to avoid the integration of African
Americans with established immigrant
neighborhoods, producing the outlines of
urban Black ghettoes.30 Highway construc-
tion and public housing projects isolated
Black neighborhoods from other areas,
while other policies prevented Blacks from
moving to emerging suburbs. Following
World War II, African Americans were
effectively frozen out of suburbs by racial
covenants, discriminatory mortgage prac-
tices, and racial steering. In contrast, Whites
were offered low-cost homes in suburbs and
low interest rates on government-subsidized
home mortgages, and they benefited from
publicly funded transportation projects that
linked their suburban homes to employment
and cultural centers.31,32

Such housing and transportation policies
promoted segregation and prevented many
African Americans from escaping poverty, as

urban centers lost jobs (f irst as industry
moved to the suburbs and later because of
macroeconomic restructuring away from in-
dustrialized jobs). They also precluded Blacks
from enjoying the accumulation of wealth as-
sociated with the vast appreciation of subur-
ban housing values.33 Meanwhile, there has
been little sustained investment—public or
private—in central city areas. Race has been
an explicit factor in this circumstance.30

In terms of the second conceptualization
of race/ethnicity, African Americans have
historically participated in community net-
works of exchange and support in order to
mitigate social and economic adversity. 34,35

These networks are dynamic systems that
help to shore up material resources among
members and also serve to provide social
support and identity-aff irming cultural
frameworks across generations. In 1919, Du
Bois wrestled with the “curious paradox” that
without the strength of conviction and cul-
tural identity forged through vital separate
ethnic organizations, the determination of
African Americans to fight against being seg-
regated into an “ill-lighted, unpaved, unsew-
ered ghetto” might have been dilute rather
than resolute.36(p268) More recently, James37

has speculated that members of minority
groups find health-preserving protection in
cultural frameworks that are alternatives to
the dominant cultural framework in which
they are marginalized. James proposes a
model that can be interpreted to resolve the
paradox Du Bois observed: as a minority
group’s economic strength diminishes, its
ability to supply the protection conferred by
social support and identity-affirming sym-
bols may be especially critical to preserving
the health of its members.

In a vexing double whammy, policies
and macroeconomic realities that gave rise to
the ghettoization of poor African Americans
in urban areas may have also dealt a series of
hard blows to their critical social network
systems, leaving such networks with fewer
resources to meet the increasing needs of
their members. Joblessness; homelessness;
doubling up in overcrowded, substandard
housing; ill health; and early death all under-
mine the efforts of kin to provide mutual aid
or cultural affirmation. In addition, African
Americans must vie with the dominant
American culture to define urban Black
identity. The dominant culture often defines
urban minorities in disconfirming, negative
stereotypes or ones that are affirming only in
a narrow, perverse, and self-serving way—
for example, in corporate images of urban
athletes in high-priced athletic shoes. Kelley
summarizes this restricted and confusing
menu of images as “the circulation of the
very representations of race that generate
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terror in all of us at the sight of young black
men and yet compels most of America to
want to wear their shoes.”22(p224)

Apart from this materialistic fantasy,
few sincerely attempt to walk in the shoes of
the urban African American poor. Instead,
pervasive negative images inform policies
with flawed logic. For example, the growing
inability of community networks in poor
urban areas to avert material hardship, vio-
lence, or disease is interpreted through the
prism of the dominant cultural occupation
with a perceived decline in personal responsi-
bility and family values. Rather than consider
the historical or structural precursors of urban
decay, citizens and policymakers—liberal
and conservative—identify the behavior of
urban residents (and the disturbing values
their behavior is thought to represent) as an
important source of urban poverty and dis-
tress.38 One hard-hitting extension of this
reasoning is the reduction of antipoverty
policy into welfare policy institutionalized
in the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996
(PRWORA; welfare reform),39 a bill mis-
guided and demeaning in many of its fun-
damental premises about the goals and
motivations of the poor.40

Implications for Public Health

Healthy People 201041 calls attention to
socioeconomic disparities in health and, for
the first time, boldly calls for the elimination—
not simply the reduction—of racial /ethnic
and socioeconomic disparities in health. The
unfortunate truth is that descriptive documen-
tation of these disparities is matched neither
by well-tested explanations for them nor by
evaluation research on socioeconomic inter-
ventions. Without progress in research, spe-
cific socioeconomic interventions cannot be
confidently proposed. Still, the preceding
“structural” analysis suggests some activities
and leads to guiding principles for action and
continued research.

First Do No (More) Harm

In a structural framework, policies that
affect the context of urban poverty—such as
the distribution of wealth, the built environ-
ment, segregation, and access to technologies,
information, or other resources—influence
fundamental causes of health inequality. So,
too, do policies that affect the integrity of the
autonomous institutions—formal organiza-
tions, informal networks, ideologies, and
cultural frameworks—that members of op-
pressed groups work to develop and maintain
in order to mitigate, resist, or undo the struc-

tural constraints they face. Policies that are
likely to erode income, housing, or neighbor-
hood conditions; fragment or impose new
obligations on already overburdened net-
works; or proliferate demeaning and demor-
alizing stereotypes affect the material and
psychosocial conditions of life for the urban
poor and thus their health. Public health pro-
fessionals can describe the health impact of
proposed policies by evaluating the likeli-
hood that they will do any of the above and
can bring these considerations to the table.

For example, if such an analysis had
been part of the deliberations on PRWORA,
those concerned with its probable health im-
pact would have noted not only its implica-
tions for Medicaid eligibility (which were
considered) but also its likelihood of inten-
sifying the material hardship, stress, and un-
certainty faced by poor residents of urban
areas (through, for example, its time-limits
provisions) and its potential to impose fur-
ther perturbations on the protective systems
worked out by kin networks (through, for
example, requiring all adult family members
to work, no matter whether they then com-
pete with each other for the same scarce
low-wage jobs or whether this requirement
depletes the reserve of kin members avail-
able to offer child care to others). By inten-
sifying their exposure to risks and under-
mining their autonomous protections,
PRWORA could further erode the health of
the urban poor.

Similarly, a press to revitalize urban
areas now comes from environmentalists and
upper-middle-class Americans who, ironi-
cally, now bemoan the sprawl wrought by in-
creasing suburbanization and White flight.
However, if plans to reverse sprawl and re-
claim urban areas for the socioeconomically
advantaged have no equity component, they
risk leading to the dispersion and fragmenta-
tion of poor inner city neighborhood residents
as real estate prices increase. Already, evi-
dence of this possibility is available in urban
“success” sites such as downtown Atlanta, the
South End of Boston, and San Francisco. On
a more positive note, broad interest in revers-
ing sprawl may offer opportunities for urban
community leaders to build coalitions with
environmentalists to galvanize interest in the
revitalization of American cities.

Work to Alter Public Perspectives
on Race

Negative stereotypic judgments of
African Americans led to, and continue to
reinforce, ghettoization; affect the treatment
decisions of health providers42,43; influence
the hiring practices of potential employers44;
fuel distrust of public health initiatives45;

weaken public support for initiatives to im-
prove the health of urban populations; and
deny young, urban African Americans
health-promoting, identity-affirming sym-
bols. In a structural framework, understand-
ing what shapes public sentiment on race
and determining how it might be influenced
become critical public health objectives. In-
corporating the historical underpinnings of
ghettoization and the deterioration of urban
areas into discussions of urban life and
health may alter the ways people think about
the minority poor and their health. To the
extent that social epidemiologists elucidate
the social conditions and contexts that trig-
ger unhealthy behaviors among the urban
poor, these should be described to broad au-
diences to alter public understanding of
these behaviors. For example, as King
points out, high smoking rates in urban poor
communities may be, in part, a response to
pervasive psychosocial stress and to the tar-
geting of these communities by tobacco
companies for advertising.46

When social epidemiologists find evi-
dence that, in the face of formidable struc-
tural impediments to success, there is a phys-
ical price attached even to coping in socially
approved ways, this information should also
be disseminated. For example, James has
suggested and found evidence of a culturally
salient behavioral predisposition among
African Americans to engage in persistent
high-effort coping with social and economic
adversity (“John Henryism”). In low-income
African American populations, individuals
who exhibit high levels of John Henryism are
the ones most apt to be hypertensive.15,16 This
evidence contradicts demeaning stereotypic
notions that fatalism and indolence precipi-
tate cardiovascular disease among low-
income African Americans. Put another way,
the empirical evidence on John Henryism
suggests that low-income African Americans
who work hard to cope with or surmount
structural barriers to their achievement also
express values and take actions that are in
sync with the greater American ideological
emphasis on self-control and a strong work
ethic. However, these actions can exact a
physical price whether or not they are suc-
cessful in producing social mobility.

Distinguish Between “Ameliorative”
and “Fundamental” Approaches

Positing that many social conditions are
“fundamental causes” of disease, Link, Phe-
lan, and colleagues18,47,48 describe the social
patterning of health and disease as a potent
force that may take new shape but persists
undeterred by the identification and amelio-
ration of the risk factors that express that pat-
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terning in a given time period. In the realm of
intervention, this conceptual model implies a
distinction between “ameliorative” and “fun-
damental” actions. Ameliorative approaches
target the risk factors that link socioeconomic
position to health in a particular context, but
they do not fundamentally alter the context
(or underlying inequalities). Public health
practitioners are often engaged in what can
be seen, by this rubric, as ameliorative ac-
tions. A substantial literature assesses amelio-
rative interventions, including ones specific
to the urban context.49

Continued implementation of and re-
finements in ameliorative approaches are
necessary to avoid health disparities from
widening uncontrollably. Certainly, it is wise
to build on the accumulated base of knowl-
edge on how best to implement health pro-
motion initiatives or expand access to med-
ical services; it is also wise to target and tailor
them appropriately for urban and minority
populations. Still, such initiatives and ser-
vices alone will not result in the elimination
of health disparities. As Link, Phelan, and
colleagues18,47,48 outline, energy put forth to
address a specific risk factor will achieve
limited success in improving the health of a
disadvantaged population. The risk factor
may be virtually inevitable in a given social
context, or it may be only one of the many
risk factors that follow from a set of social
conditions. Even the eradication of specific
risk factors may be followed by the emer-
gence of new risks that, similar to the old
risks, are more likely to be averted by a popu-
lation in more favorable social circumstances
than by the population one is trying to help.
From this perspective, the only way to elimi-
nate differentials in health is to address the
underlying “social inequalities that so reli-
ably produce them.”48(p472)

It is easiest to understand individual be-
havior change strategies or the expansion of
access to medical services (especially tertiary
services) as falling under the rubric of ame-
liorative interventions. It is also important to
recognize that community-based public
health initiatives can also be ameliorative
rather than fundamental. The value of com-
munity partners in research, the importance
of community members on boards of local
health care facilities, and the necessity of the
participation and leadership of community
members in social or policy change efforts is
clear and has been well described else-
where.26,29,45, 50 In fact, aspects of the struc-
tural paradigm urge working in partnerships
with communities, engaging in “bottom-up”
approaches, and recognizing that historically
important and effective social movements de-
rive their moral, political, and practical force
from the autonomous networks and institu-

tions developed and kindled within minority
communities.

However, the paradigm also suggests a
caveat regarding overreliance on commu-
nity-centered approaches. As Halpern notes,
one possible pitfall of overreliance on such
approaches is that “those who have the least
role in making and the largest role in bear-
ing the brunt of society’s economic and so-
cial choices [are left] to deal with the effects
of those choices.”30(p5) If social, political,
and economic exclusion are among the dis-
tal causes of the disproportionate health bur-
den absorbed by the urban minority poor,
and if, as a result, community members own
and control little, the prospects for local
community initiatives to alter fundamental
causes of morbidity and mortality may be
modest. The comments of a community
legal aid activist of the 1960s are caution-
ary: “We undoubtedly brought some solace
and relief to many individual tenants. . . .
Nevertheless in those same three years the
housing situation in San Francisco became a
great deal worse. . . . [It] might appear
[that we made] the process a little more hu-
mane without having any effect on the un-
derlying machinery.”51(p146)

In addition to cautioning against un-
realistic expectations of what community-
based public health approaches can be ex-
pected to achieve, this caveat also suggests
broadening the set of community-based net-
works and organizations that can be enlisted
to address structural barriers to include or-
ganizations with substantial economic lever-
age. For example, the largest and wealthiest
minority organizations include labor unions.
In some cities, minority-run public sector
unions are a major force in city/state politics
and policy. More generally, altering funda-
mental causes of health inequality requires
working at multiple levels and making con-
nections between levels. The scope and tar-
get of public health activity can move (as it
has, to an extent) from the individual to the
family to the community and also encom-
pass large societal institutions, pervasive
and influential ideologies, intergroup rela-
tions, and macroeconomic policy.

Increase Attention to the Needs of Adults

Many public health activities target or
favor the health and well-being of youths
over those of adults, because youths are
viewed either as being more deserving of our
efforts or as more at risk. However, adults are
critical to the vitality of families and commu-
nities, and research findings suggest the
merit of stimulating increased attention to the
needs of young and middle-aged adults in
impoverished urban areas. As noted previ-

ously, social differentials in morbidity and
mortality are most pronounced among adults
of reproductive and working-age.13,52

Adults of these ages play critical social
roles as economic providers and caretakers.
Improving adult health in impoverished urban
areas would reap advantages for residents of
all ages. Some examples are straightforward,
such as the importance of maternal health to
infant health. In addition, high levels of health-
induced disability among working-age African
American men and women contribute to their
relatively low rates of participation in the labor
force and thereby to their ability to support
families economically.53 Meanwhile, extensive
and competing obligations to family and larger
social networks as well as to paid jobs lead to
stress-related disease, particularly among
women.13,54 More speculatively, pervasive un-
certainty regarding health among young adult
and middle-aged members of a community
shapes the expectations of youths and may in-
fluence the timing of childbearing toward ear-
lier ages13,40 or the propensity of some youths
to engage in risk-taking behaviors.55

Continued Research

To inform efforts to reduce or eliminate
urban health disadvantages, continued re-
search should evaluate the impact of social
and economic policies on the health of urban
residents. In addition, evidence of important
interactions of race, poverty, and locality in
influencing health is growing,3,56 but social
epidemiologists more often look at general
patterns of the relationship between socioeco-
nomic position and health (e.g., providing es-
timates based on national or statewide averages
or averaging across all residents of major
metropolitan areas). Stepping up research on
variation among local poor populations may
prove beneficial to those hoping to remedy
the effects of urban life on health.

Indicators of personal experience with
racism and racialized stress have been added
to the set of studied influences on health,57

but few investigators have systematically
considered the health consequences of the
manifestations of racism in the structures of
society.8,25 Conceptually, research in this
area would benefit from the development of
dynamic and contextualized understandings
of the role of culture in health. This develop-
ment would replace static constructions of
culture as an imported set of behaviors, prac-
tices, or values that are subject to change
only inasmuch as they are traded in for the
dominant set.

As part of this activity, investigators
should become more attuned to the function-
ing of autonomous social institutions within
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communities and less concerned with their
form. For example, classifying mothers as
married or unmarried provides more ques-
tionable information about children’s well-
being or local social organization than does
understanding who, in a broader social net-
work, is expected and available to participate
in the care and support of children. Classify-
ing mothers as married or unmarried also
overlooks important questions such as why
autonomous caretaking systems evolved and
how they are maintained.34,35,40,58 To this end,
development and empirical testing of theories
that draw from African American (or other
urban ethnic) culture, history, and life experi-
ence to hypothesize links between structural
barriers, personal and social coping mecha-
nisms, and their physiologic effects and
health manifestations offer more promise
than studies that draw from political theories
abstracted from the lived experience of urban
Americans.

A deeper understanding of how culture
relates to inequalities in health will also re-
quire evaluation of the role the dominant cul-
tural system plays in the maintenance of
inequality. The history of race-based ghet-
toization suggests that there is a cultural com-
ponent to the perpetuation of poverty and that
it comes, in the main, from the dominant cul-
ture, not from the poor. One interpretation is
that the health of the African American poor
has been sacrif iced to maintain the core
American myth that some people are more
equal than others. In this myth, the populace is
divided into those who are responsible mem-
bers of civil society, deserving of its full
benefits, and those who are deemed a threat
to civil society and are to be segregated, mar-
ginalized, or even policed.59

These comments have focused on
African American residents of impoverished
urban areas because both real and imagined
threats to public health emanate from the
long-term ghettoization of African Ameri-
cans. Historical processes underpin this ghet-
toization, but there are also emerging racial/
ethnic challenges and opportunities that af-
fect the landscape and dynamics of urban
centers. The 1990s witnessed the greatest in-
flux of immigrants in 50 years, and many of
these immigrants moved into high-poverty
urban areas. Whether they become long-term
residents of ghettos or barrios, or whether,
like some immigrant populations before
them, they are enabled to move through these
areas and into higher-income areas, is an
open question. Meanwhile, their needs and
perspectives deserve articulation, and the in-
fluence of intergroup dynamics, coalitions,
and tensions on health must also be examined
and incorporated into programs and policies
to improve the health of urban residents. In

the spirit of this structural analysis, a key part
of the process of examination is to discern
the ways dominant American cultural ideolo-
gies and institutions shape, relieve, or rein-
force the tensions between new immigrant
groups and urban African Americans. Other-
wise, a race-based culture of exclusivity will
continue to draw its support by taxing the
health of African Americans.
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